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; During the Recertification Survey conducted July
i 18 fo 18, 2012,

: complaints TN30115 and TN30043 were
investigated. No dehciencies were cited related
to complaint TN30715 under 42 CFR PART
483.13, Requirements for Lohg Term Care.

F 203 483,12(3){4}-(6) NOTICE REQUIREMENTS F 203
88=p | BEFORE TRANSFER/DISCHARGE

| Before a facility transfers or discharges g
resident, the facility muyst netify the resident angd,
if known, a family membar or legal representative
of the resident of the transfer or discharge ang
the reasons for the move inwriting and in a -
language and manner they understand: recor
the reasons in the resident's clinical record: and
include in the notice the items described in
paragraph {a)(8) of this secton. |

Except when specified in paragraph (a)(5)(ii) of
this section, the notice of transfer or discharge
required under paragraph {2)(4) of this section
must be made by the Tacility at jzast 3p days .
before the resident is transferred o discharged. ‘

Notice may be made as 000 as practicable

: before transfer or discharge when the health of
individuals in the facility would be endangered :
under (a){(2)(iv) of this section; the resident's

health improves sufficlentiy fo allow a more

immediate transfor or discharge, under paragraph |
-{a)}(2)(1) of this section; an immediate transfer ar |
discharge is requirag by the resident's urgent :
medical nesds, unger paragraph {a)(2){ii) of this i
, Section; or a resident has not resided in the ;
i tacility for 30 days, '

hax been developed in compliance
with State and Federal Regulations.
This Plan affirms Emperial Garden
Health and Rebubiiftation intent
and allegation of compliance with
those regnlations, This POC docs
not constituste nnp admissinn nr
concession of either accuracy oy
factual allegation made in, or
cxistence or scape of significance,
of uny cited deleicney.
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F 203 | Continued From page 1 F 203

The written notice specified in paragraph (a)(4) of
this section must include the reason for transfer
or discharge; the effective date of transfer or
discharge; the location to which the resident is
transferred or discharged; a statement that the
resident has the right to appeal the action to the
State; the name, address and telephone number
of the State long tarm care ombudsman: for
nursing facility residents with developmental
disabilities, the malling address and telephone
number of the agency responsible for the
protection and advocacy of davelopmentally
disabled individuals established under Part C of
the Developmental Disabilities Assistance and Bilt
of Rights Act; and for nursing faciiity residents !
who are mentally ill, the mailing address and
telephone number of the agancy responsible for
the protection and advocacy of mentally il
individuals estahlished under the Protection and
Advacacy for Mentally Il Individuals Act.

This REGLIREMENT is not met as evidenced
b -

Based on medical record review, facility policy
review, and Interview the facility failed to issus a
written thirty day notice prior to discharge for two
{#22, # 23) of twenty- four residents reviewed.

The findings included:

Resident # 22 was admitted to tha facility on
Qctober 11, 2011, with diagnoses including
Chranic Alcoholism, Diabetes, Coronary Artery
Disease, and Hypertension.

Medical record review of the quarterly Minimum
Data Set dated April 3, 2012, revealed the

t
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resident reguired no assistance with decision
making, had no problem with memary, reguired
supervision with transfers, and utilized an electric
wheelchair for loeomation.

Review of & Physician's Pragress note dated
March 30, 2012, revealed, ‘I was asked to see..,
{resident) today following 2 protracted episode
which has been ongoing for past 12-18 hours...
(Resident) has left the building on several
occasions and returned last night, smelling of
aleohol and was obviously intoxicated...At this
time, his medications are to be held...(Resident)
will be given a 30-day notice to find another place
tolive...”

Review of Social Service Notes dated April 24,
2012, revealed the resident was informed of the
need to camplete a new Pre-Admission
Evaluation (PAE) (Criteria which determines a
resident's eligibility for long term care sarvices)
and the possibility of the regident baing denied

long term care services secondary to the
resident's high functioning.

Review of g letter dated May 14, 2012, from the
Depantment of Finance and Administration
Bureau of Tenncare, revealed, "..the PAE the i
application for Medicaid to pay had been denied... |
(Resident) has the right to appeal this denial... If... ;
(resident) appeals, it must be done within 30
days..."

interview with the Social Service Director on July
18, 2012, at 9:30 am., in the Social Service
Office, revealed the resident refused to talk with
Social Service regarding the PAE appeal, The

: resident would only talk with the former Director

F203
1. Regident #22 was malled a copy of 3

30 day discharge letter hy the administrator
on 7{30/12,

Resident #23 was malled a copy 6f a30

Day dizcharge latter by the administeator

on 7/30/12,

2. A 100% audit was done by administrator
on all discharped/transferred residents for

the [ast month, Noother residents were

identified to be affacted,

3. The Transfers and Discharge Policy was revised to ensure
that it complied with all regulations/guidelines. The
social worker and administrator were insatviced on 7/19/12
by the regional quality improvement coordinator on the
regulation for notice requirements before discharge/transfer.
New hirez will ba inserviced in orlentation.
i
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was no documentation the faciity had applied for
an appeal of the PAE,

. Medical record review of a Nursing Nate dated
. June 24, 2012, ravealed, "Resident was noticed
(noted) to be leaning in the elsgtric wic
(wheelchair)... Temp (temperature) was 102.4.
Resident seemed disoriented, Speech was
slurred, movement unsteady and shaky.
Transferred to...{locat hospital) ER {Emergency
Room}...”

Medical record review of a Physician's Order
dated June 24, 2012 revealed, " Transfer tp...
(tocal hospital) for evaluation and treéatment for
elevated temperature and slurred speech.”

interview with the Administrator on July 18, 2012,
at 10:00 a.m,, in the Administrator Office,
confimed the facility refused to re-admit the
resident to the facility on July 2, 2012, for past
behaviors. Continued inferview confirmed the
facility failed to issue a thirty day discharge notice
1 prior to the discharge,

: Resident #23 was admitted to the facility an

: Qctober 14, 2011, with diagnoses including
Advanced Cirrhosis of the Liver, Bipolar Mood
Disorder, Diabetes, Seizuras, and Alcohg| Abuse.

Medical record review of the quarterly Minimum
i Data Set dated April 3, 2012, revealed the
resident required no assistance with declsion
making, had no problem with memory, and
required supervision with transfers.

4. The administrator will m.:dit all dischargeftransfers
For praper notlee weakly % 4 weeks, than monthly for

2 rnonths and/or 100% compliance, The results will be
reported to the Quality Assurance Performance
Improvemaent Committee comprisad of Medical Diracter,
Diractor of Nursing, Administrator, Assistant Director of
Mursing, Minimum Data Set L‘oordllnatur, Dietary
Manager, Activitles Director, Soclal $ervicas,

Maintenance Supervisar, and Environmental Director.

. Bfafi2
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Review of the facility's documentation dated June
15, 2012, at 11:24 p.m., revealed, "...Resident #1
had hit the roommate, who will be known as
resident #2, came to the nursing station
holding...right upper arm and said, "l am scared
of...{resident #23)...(resident} hit me...small red .
area noted on upper arm...Physic (PsychMental
hospital) hospital for evaiuation and treatment...”

Review of a Physician's Progress note dated
June 15, 2012, revealed, "PLAN: Patient will
have to be involuntary committed to a psych unit
He is a high risk to staff and other residents and
cannot be in the Facility.”

Review of the facility's Involuntary Transfer and
Discharge Policy revealed no documentation an
giving 2 written thirty day discharge nofice to the
resident or responsible party prior to discharge.

i Medical record review revealed the resident was
admitted to the Mental Health Facility on June 15,
2012,

interview with the fesident's mother on July 19,
- 2012, at 1:00 p.m., by phone, revesied the
resident remains in the Mental Health Facility.

Interview with the Social Service Director on July |
17, 2012, at 2;00 p.m,, in the Chape!, confirmad
the hospital wags nctified on June 25, 2012, that
the facility would not re-admit the resident related
to the behaviors.

! Interview with the Administrator on June 17,

i 2012, at 3:00 p.m,, in the conference room,

| confirmed neither the resident, or the power of
i attorney, were given a written thirty day

1
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discharge notice prior to the transfer t¢ an acute
! care facility,
CiO# 30043 .
F 205 | 483.12(b)(1)&(2) NOTICE OF BED-MOLD F 205

SS=i;_J POLICY BEFORE/UPON TRANSFR

Before a nursing facility transfers a resident {o a
hospital or allows a resident to go on therapeutic
leave, the nursing facility must pravide written
information to the resident and a family member
or legal representative that specifies the duration
of the bed-held policy under the State pian, if any,
during which the resident is parmiited to refurn
and resume residence in the nursing facility, angd
the nursing facility's polisies regarding bed-hold
periods, which must be consistent with paragraph
{(b)(3) of this section, permitting a resident to i
retumn. :

At the tims of trangfer of a resident for
hospitalization or therapeutic leave, a nursing
facllity must provide to the resident and a family
member qr legal representative written notice
which specifies the duration of the bed-hold policy
described in paragraph (b}(1) of this section.

This REQUIREMENT is not met as evidenced

| by

Based on medical record review, facility policy
review, andl interview the facility failed to issue a
written nofice of the bed hoid policy prior to the
transfer to an acute care facility for one (# 23) of
twenty-four residents reviewed.

The findings inchuded:

|
FORM CMS-2567(02-99) Provious Versions Ubsnlate Event ID: WUHC11 Facility 1 TNT912 If continuation sheet Page 6 of 25
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.| Review of the facility's documentation dated June

: Resident #23 was admitted to the facility on i
; October 14, 2011, with diagnoses including i
i Advanced Cirrhosis of the Liver, Bipolar Mood

Disorder, Diabetes, Seizures, and Alcohol Abuse.

Medicai record review-of the quarterly Minimum
Data Set dated April 3, 2012, revealed the
resident required no assistance with decision
making, had ne problem with memory, and
required supervision with transfers.

15, 2012, at 11:24 p.m., revealed, "...Resident #1
had hit the rcommate, who will be known as
rasident #2, came to the nursing station
holding...right upper arm and said, " am scared
of...(reslident #23)...(resident) hit me...small red
area noted on upper am...Physic (Psysh/Mental
. hospital) hospital for evaluation and treaiment...*

Review of a Physician's Progress note dated
June 15, 2012, revealed, "PLAN: Patient will
have to be involuntary committed to a psych unit.
He is a high risk to staff and other residents and
cannot be in the facility."

Medical record review revealed the resident was
admitted to the Mental Health Facility on June 15,
2012,

Review of the facility's Bed Hold and
Readmisgion Policy revealed, ...Private pay
residents: Full rates are charged from the first
day of absence. The resident and / or responsible
party will be charged at 100% of the cuirent room
pay rate to reserve the bed.. Medicaid
Intermedicare Residents: The Medicaid pragram
wili cover the first 10 days if the resident is placed

!

[X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {¥5)
PREFY, {EACH DEFICIENCY MUST BE PRESEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFQRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 205 | Continued From page 6 F 205

1. Resldent #23 was maited a copy of the

Bad-Hold Policy by sacial sarvicas on 7/30/13,

2, A 100 % audlt was done on 3ll resldents
transferrad in the kst month by 2odal services
on 7/19/12. No aother resident were identified

has belng affected,

3. The social worker was inserviced by the
administrator on 7/19/12 on the notice of
Bed-Hold Policy Before/Upon Transfer. The
licensed nursing wera Ingerviced by the nurse
educatar 7/18/12 - 5/3/12 on sending

bed hold pollcy with resident at time of

twransfer. All naw hires will be inservced In

oriemtation. |
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F 205, Continued From page 7 F205| 4. The Social Worker will audit
in a hospital or goes on a therapeutic leave. in transfers on a daily basis to ensure *
I accordance with current state policy, after the ; compliance to the Bed Hold policy is
; 10th day, the resident and / or responsible party | achieved and wmaintained. The
may hold the bed by paying 100% of the currant | results will be reported by the Soclal
room rate for-that particutar bed..." Worker to the QA /Pl Commitlee
. . : . which is comprised of the Medical
Interview with the Soclal Service Director on July Director, Administrator, Director of
17, 2012, at 2:00 p.m., in the Chapel, confirmed Nursing, MDS Coordinator, Dietary
the hospital was notifiad on June 25, 2012, that Manager, Activities Director, Plant
the facllity would not re-admit the resident related Operations Manager, Environmental
to the behaviors, Services Manager, and Administrator. 8/2. / /{ 2
interview with the Administrater on June 17, a2 ;
2012, at 3:00 p.m,, in the conference room,
confirmed neither the resident, or the power of ’
attorney, were given a written notice of the bed .
hold policy prior to the transfer to an acute care |
facility. ]
C'O# 30043
F 246! 483.15(e){1) REASONABLE ACCOMMODATION F 246
88=p j OF NEEDS/PREFERENCES

A resident has the right to reside and receive

| services in the facility with reasonable

i agcommodations of individual needs and

¢ preferences, except when the health or safety of
| the- individual or other residents would be

: endangered.

This REQUIREMENT s not met as evidenced
by:

Based on medical record review, abservation
and interviaw, the facility failed to maintain call
fights within reach, and answer resident calis for
assistance promptly, for two residents,{ #4, #15,)
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Resident #4 was admitted to facility on July 17,

| 2010, with diagnoses including, Unspecified

1 Gerebral Artery Occlusion, Hypertension, Type 2
Non-Insulin Depandent Diabetes, and Altereq

Mental Status,

Observation of the resident on July 16, 2012,
from 4:08 p.m., to 4:48 p.m., from the 400
hallway corridor revealed, the resident supine on
| the-bed I room 410, cailing out “hey, hey"in a

|‘ raised volce beginning at 4:08 p.m. Three facility
1 staff including one Licensed Practical Nurse, and
} two Certified Nursing Assistants (CNA) were

| cbserved on the 400 hallway.

i! Continued observation from 4:08 p.m., to 4:25
| P.m., on the 400 haliway revealed, the resident
I— cantinued to call out *hey, hey” in a raised voice, |
Continued observation at 4:26 p.m., on the 400
haliway, revealed, Certified Nursing Assistant
(CNA #5) answered a call light in Room 401,

| {across the hallway from resident #4) and exit the
i Foom, protead down the hallway and left around

|| the comer to the adjacant unit 4t 4:27 pm.

Continued observation from 4:27 p.m,, to 4:35

p.m. revealed resident #4 calling out continuously
| "hey hey" in a raised volce, At4:35 p.m. the LPN
! left the med cart, and summened a CNA from the
! activity room adjacent to the unit, to the unitto |
| assist with care.

1
!

Confinued observation at 4:37 p.m., revealed the

(X&) D SLMMARY STATEMEN'T OF DEFIGIENCIES ' D ! PROVIDER'S PLAN OF CORRECTION {15)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTIGN SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIEYING INFOQRMATION) TAG CROES-REFERENCED TQ THE APPROPRIATE DATE

DEFICIENCY) i

. l 1

F 248 | Continued From page B F 248
| of twenty- four residents reviewed,
The findings included: SR—
F246

were within reach. No ather residents

1. Resident ¥ 3 condition was assessed

by the Assistant Director of Nursing,

Administrator, and Soclal Services on

7/18/12. The Assistant Directer of Nurting nitified
the physician and no new orders.

No adverse outcomes noted,

Resident #15 Call light was placed within

reach on 7/16/12 by Certified Nursing Assistant.
Cartifled Nursing Assistant placed
tray within reach on 7/16/12. Housekeeping
claaned the vaom an 7/16/12.

2. A 100% roorm audit was done on 7/17/12

by central supply to ensure that all calt lights

werea affected.

|
|
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| p.m. on the 400 hall outside the resident's room

CNA summoaned to the unit by the nurse

| proceeded from the activity room to room 4901
and entered room 401 as resident #4 continued

calling out more loudly from roorm 410. -

Coniinued observation at 4:41 p.m. revealed a

central supply technician entered the unit, entered
room 410, attempted to communicate with the |
resident, and exited the room at 4:42 p.m., then !
proceed to the medication cart and spoke with the ;
licensed practical nurse and exited the unit at |
4.43 p.m.

Continued abservation revealed rasident #4
i calling out from room 410 in a =ised voice from
" 443 p.m. to 4:48 p.m.

Confinued observation revealed ONA #5 entered
the unit from the adjacent 300 hallway and
proceeded to resident #4's room, entered the
raom, and closed the doar at 4:49 p.m, CNA#5
exited the room at 4:58 p.m.

! Interview with GNA #5, on July 16, 2012, at 4:58

revealed, resident #4 was incontinent of urine,
Continued interview confirmed the forty one
minute delay in responding the resident's calls for
assistance, resulted in the resident's needs not
being met.

Interview with the facility Administrator and the
Regional Vice.President of Clinical Services an
July 17, 2012, at 2:20 p.m., in the Administrator's
i office, confinned the forty-one minute detay

| ohserved was excessive and the resident's needs
were not met.

3. All employees (nursing, dietary, therapy services,
Housskeeping, social services, activities and .
administration) were inserviced by the Nurse
Educator on maintaining call dights in reach and
answering In s timely manner, and responding

to residents that voice asslstance starting

7/19/12 - 8/3{12. Al new hires will be inserviced

in orientation,
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Resident #15 was admitted to the facility on
October 19, 2005, with diagnoses including
Cerberal Artherosclerosis, Diabetes Mellitus,
Hypertension, Encephalopathy, and Meart
Failure.

Medical record review of the Minimum Data Set
dated June 28, 2012, revealed the resident had
severely impaired memory and cognition and
required extensive assistance with Activities of
Daily Living (ADLs).

Observation of the resident on July 16, 2012, at

. 1:45 p.m., revealed the resident sitting upin a2

| wheelchair in the resident's room. Further

: observation ravealed the resident's bedside tabic
was pushed away from the resident so that the
tray was aut of arm's reach of the resident.

{ Further observation revealed a bow! of crackers

spilied on the floor next to the bedside table and
 the resident wag heard to be calling out from the
room. Gontinued observation revealed rio
evidence of a call light within sight or reach of the
resident.

| Observation and interview in the resident's room
on July 18, 2012, at 2:00 p.m., with Certified
Nursing Assistant (CNA) # 1 and Licensed
Practical Nurse (LPN} #1, revealed the rosident
was sitting in a wheelchair with the cali fight
hanging on the privacy curtain in the resident's
room. Continued observation revealed the
privacy curtain was lacated behing, to the right
and out of reach of the resident, Continuad
cbservation and interview with CNA #1 and LPN
#1, confirmed the resident was unable to locate
and use the call light, and confirmed the resident
was unable to call for assistance from the staff
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4, The Nurse Educator andl_::r Adminis;atn; will do an
Audit on 30 residents for cali lights being within reach i
And Call lights answered in 3 timely manner

bi-weekly x 4 weeks, then weekly x 4 weeks

and/or 100% compliance. The Nurse Educator will
repart the results to the Quallty Assurance Performance
improvement Committas comprised of Medical Birector,
Administrator, Director of Nursing, Assistant

Director of Nursing, Minimum Data Set Coordinatar,
Dietary Manager, Sodhal Servicas, Activities,
Maintenance Supervisor, and Environmental

Director.

8/8/12
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PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and interview
the facility failed to feliow Physician's Orders for
obtaining lab work as ordered for one resident
(#9) of twenty-four residents raviewed.

The findings included:

Resident #9 was admitted to the facility on April
17, 2008, with diagnoses including Depressive

Disorder, Late-sffect Hemiplegia, Hypertension
and Vascular Demenfia.

Medical record review of the Physician's Orders
signed July 12, 2012, revealed, "Lab: Basic
Metaholic Pang| (BMP)/Complete Bload Count q
(every) 3 months 3rd Fri (Friday) April July

October January lab start date: 09/24/2008",

Continued review of the Physician’s Orders
revealed: "Lab: Liver Function Test (LFT)/Lipid
Panel q 8 months 3rd Fri April October lab start
date: 09/24/2008",

Medical record review of lab reports reveaied no
documentation of labwork completed for the

| month of April.

Interview on July 17, 2012, at 2:20 p.m., atthe

F281

1. The Assistant Directar of Nursing

Notifled the physician on lab for Resident #9

on 717712, New orders obtained. Resident

Assessed by Assistant Director of Nursing

On 7/17/12. No advaree cutcome noted.

2. A 100% audit of lab work orders for the
125t 30 days will be completed by the

Nurse Supervisar 7/19/12 —-8/3/12,

3. All licansed nurses will be Ingerviced

by the Nurse Educator 7/18/12 -

STATEMENT OF DEFICIENCIES (%1) PROVIDERISUPPLIERICLIA X2} MULTIPLE CONSTRUGTION
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: o Y = E’Sﬂ%féé“f
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due to call light being out of visual sight and reach
of the resident.
F 281 | 483.20(k)(3)(7) SERVICES PROVIDED MEET F 281 - - - — —

In prientation.

8/3/12 on following physicians orders

for lal. All new hires will be Inserviced
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F 281 | Continued From page 12 F281) 4. The Assistant Diractor of Nursing and/or Nursing
200 Hall nurse station with Assistant Director of
Nursing (ADON), cenfirmed the facility failed to Supervisor will audit 20 labs weekly x 4 weeks,
abtain any labwork for the resident in the month i
of April as ardered by the physician. ¢ then monthty x 3 months andfor until 100%
F 323 | 483.25(h) FREE OF ACCIDENT F 323 .
$8=p | HAZARDS/SUPERVISION/DEVICES compllance, The Asslstant Director of Nitrslng
The facility must ensure that the resident will repart the results to the Quallty Assurance
environment remains as free of accident hazards
as is possible; and each resident recelves Pertormanca Improvement Committes comprised
ad Lt ision an davi
pree\.?eunattz:cigsrtslon . d assistance devices to of Medical Directar, Administrator, Director of

Nursing, Assistant Director Nursing, Minimum Date

Set Coordinator, Dietary Manager, Activities,

g;::ls REQUIREMENT is not met as avidenced Social Services, Malntenance Supervisor, and
Based on medical record review, facility
documentation review, observations, and
interview, the facility failed to plan and Implement a/8
interventions to prevent accidents for two {#10, /12
#21} of twenty-four residents reviewed,

Enviranmental Diractor,

The findings included;

Medical record review revealed Resident #10 was
admitted to the fagility on February 12, 2012, with
diagnoses of: Brain Condition (Dementia) i
Coronaty Artery Disease, Hypertension, Chronic
Pulmonary Disease, and Peripheral Vascular
Disease.

Review of the resident's Minimum Data Set
(MDS, an assessment form) dated May 25, 2012,
revealed the resident scored 275" (out of a
possible 13, a score of 5 indicates impaired
cognitive ability) on the Brief interview for Mental
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Status (BIMS). Further review of the MDS
revealed the resident required extensive
assistance of two or more peaple for transfers.

Review of facility documentation, dated May 12,
2012, revealed Resident #10, "Observed on
Floor, on May 12, 2012, at 2:30 p.m. Further
document review revealed the facility's
intarvention was, "continue to obsarve®.

Review of facility documentation, dated June 30,

2012, revealed Resident #10, had, "Falf observed

on Floor", on June 30, 2012, at 11:00 a.m.,

without injury, Further document review revealed

the facility's infervention was, "confinue 1o
observe".

|

| Review of facility documentation, dated July 7,

1 2012, revealed Resldent#10, had a, "Fall

i chserved on Floor”, on July 7, 2012, at 10:45

| p.m,, without injury. Further document review

| reveaied the facility's intervention was, “continue
1 to observe”,

Review of facility documentation, dated July 8,
2012, revealed Resident#10, was "Observad on
Floor”, on July 8, 2012, at 3:41 &a.m., with nio
apparent injury. Further review revealed the

: facility's intervention was, “"continue to observe".

Obkservation on July 17, 2012, at 7:25 a.m.
revealed Resident #10, sitiing in & wheelghair
near nursing station. Resident is awake a2nd alert
but unresponsive to guestions.

| Interview with the Assistant Birector of Nursing
L{(ADON) on July 17, 2012, at 8:45 a.m, confirmed
Resident #10 had fallen on May 12, June 30, July

1. On 7M0/12 resident #10 was |,
screened by physleal therapy.
On 7M3/12 merry walker was
discontinued and resident
was recommended  for
placement in  wheelchair,
Resident had no more falis | '
after placement in wheelchalr.

On 7/18/12 resident #21 had
floor mat on right side of bed
removed and non-slip strips
were applied to floor on right
gide of resident’s bed.
Resident was also placed on
a night time tolleting program. 127 B

i 2. The QAP Committes will
: evaluate all residents for their
: fall risk by 8/24/92, Actual
i falls will be evaluated on a
! daily basis by the Clinical
i Leadership Team to ensure
policy is adhered fo and
proper interventions are in
place to reduce the risk of

future falls, | s‘ 31 l‘z
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: on use of call fight,..".

7, and July 8, 2012 (all no injury falls), with no
new interventions implemented to prevant falls.

Resident #21 was admitted to the facility on
November 11, 2008, with diagnosis of: Closed
Fragture of Carpal Bone, Ulcer of Calf, Essential
| Hypertension (high blond pressure), Senile

i Dementia, Acute Delusions, and Dacubitis Uleer.

Medical record review of the Minimum Data Set
dated December 31, 2011, ang June 24, 2012,
revealed the resident had a severely impaired
cognition, required supervision for transfers and
ambulation, and had & history of falls.

Medical record review of a Nurse's Note dated
Aprit 18, 2012, revealed the resident had a" .. fall
with no injury, interventions initiated : bed alarm
to bed, teaching done; unahle to teach resident
RIT (related to) dementia ..".

Further review of a Nurse's Note dated April 20,
2012, revealed a "... fall with a minor skin tear, no
new interventions, instructed resident on safe

Additional medical resord review of a Nurse's
Note dated May 5, 2012, revealed “...fall with skin
tears, no new interventions , instructed resident

Review of a Nurse's Note dated July 14, 2012,
revealed an additional *... fall with no injury, no
new interventions, teaching done: use of call fight |

Observation of the resident on July 17, 2012, at

transfer techniques use of call fight ..". [

|

i 3. The Nurse Educator will
i inservice all nursing
i personnel on reducing fall
! risk and implementing
; appropriate Interventions to
|

I

reduce the risk of falls. This |

will be completed by B/31 MZ_.

b

3, The Assistant Director of Nursing anfi}ur
Administrater will audit all falis S x a week

X 3 months and/or 1005 compliance for
.appropriate int.ervention. The Assistant
Diractor of Nursing will report the

results to the Guality Assurance Performance
f Improvement Cammittee comprised of

Medlical Direstor, Administrator, Director

1 of Nursing, Assistant Director of Nursing,

i Minimum Date Set Coordinator, Dietary

! Manager, Activities, Social Sorvicos,

;

] Maintenance Supervisor, and Envirgnmental
I

Director.
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2:16 p.m., in the resident's room revealed the
resident was in bed oriented to place and person,
the bed was In the Jow position, a bed pad alarm
was in place and functioning, fall mats wera in
place oh both sides of the bed, and there was a
four point cane in the corner of the room,
Interview with the Assistant Director of Nursing
(ADON) on July 18, 2012, at 11:30 a.m., in the
chapel, confirmed that the facility had failed to
.| initiate new interventions after resident falls.
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332
8s=D; RATES OF 5% OR MORE - :
The faciliy must ensure that it is free of
medication error rates of five percent or greater.
This REQUIREMENT is not met as evidenced L

by;

Based on observation, medical record review,
review of manufacturer's specifications, and
interview, the facliity failed to prevent medication
errors [ess than five percent resulting in thres
errors in fity opportunities to equal an error rate
of six percent,

Observations revealed errors occurred with one
(Licensed Practical Murse [LPN] #1) of eight
nurses, on two (Center Split, East Spiit) of six
medication carts, on one (7 a.m., to 7 p.m.) shift
of two shifts, and on three (Resident A, Resident
B, Rasident C) of thirteen residents observed.

The findings included:
Mediation Error #1

1. Rasident “A” was assessed on 7/16/12 by the
Assistant Director of Nuvsing. No adversa
Qutcomes noted. The physician was notified by the
Assistant Director of Nursing vn 7/16/12. No
new orders noted. The LPN # 1 was Inserviced by the
Nurse Educator on the proper administration

of inculin on 7/16/12.

¥
!
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| Interview with LPN #1 on July 16, 2012, at 5:20

Cbservation on July 16, 2012, at 10:55 a.m,, at
the Center Split Cart, revealed LPN #1
administered a 4 unif dose of Humulin R
tnjectable insulin 400 units per millifiter {ml) for
Diabetes subcutanecusly (under the skin) in the.
left upper abdomen of Resident A. Resijdent A
hat a recorded blood glucose level of 2385,

Further ohservation on July 16, 2012, at 11:54
a.m., in the Main Dining Room, with the
Restorative Technician #1, revealed lunch was
served to Resident A fifty-nine minutes after the
administration of Humulin R Insulin.

Medical record review of the July 2012,
Recapitulation orders for Resident A revealed an
order for *... HumuLIN R 100 UNIT/ML Sclution
injection sub-Q [subcutaneously]...per sliding
scale...1130 [11:30 a.m.]...Sliding Scale.,.201-250
[plood glucose level] = 4 unlts...”

Review of the manufacturers specifications for
the short acting Humulin R Insulin revealed,
*...The injection of Humulin R U-100 should be
followed by a meal within approximately 30
minutes of administration,,,"

interview with Restorative Technician #1, on July
16, 2012, at 11:54 a.m., in the Main Dining Room,
canfirmed lunch was served to Resident A at 11:
£4 a.m.

p.m., at the Center Split Hall Cart, in the Center
Hall, confirmed the dose of Humulin R insulin was |
administered on July 16, 2012, at 10:55 a.m., to
Resident A, and LPN #1 "was not aware of

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 23 _PROVIDER'S PLAN OF GORRECTION 1 (X5}
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL - PREFIX (EACH CORRECYIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROERIATE DATE
DEFICIENCY)
i
F 332 Continued From page 16 F 332

Raide;:lt "B” was asse;on 7716!12_by the
Assi;tant Director of Nursing. No adverse
Qutcomes noted. The physiclan was

notified by the Assistant Director

of Nursing on 'II!J.GIIZ. No new ordars

notect.

Residant “C* was assessed on 7/16/12 hf the
Agsistant Director of Nursing. No advarse
Outcomes noted. The physician was

notified by the Assistant Director

Of Nursing on 7/16/12. No new ardets

noted,
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manufacturer's specifications” for administering
Humulin R Insulin, Humulin R Insulin was
administered to Resident A fifty-nine minutes !
before a meal (lunch) and not 30 minutes before
a meal per manufacturer's specifications.

Medication Error #2

Observation on July 16, 2012, at 11:15 a.m., at
the East Split Cart, revealed LPN #1 administered

2. The Nurze Educator began med

a 14 unit dose of Humalog injectable Insulin 100 Pass observation and Insarvice on
units per ml for Diabetes subtutaneously in the

left lower abdomen of Resident B. Proper adminlstration of insulin for
Further observation on July 16, 2012, at 11:47 licensed Nursing ctaff on 7/16/12.

a.m., in the Main Dining Room, with Restorative
Technician #1, revealad lunch was served to
Resident B thirty-two minutes after the Humalog
Ingulin dose was administered.

Medical record review of the signed physician 3. All licensed nurelng will be inserviced by
order, dated July 10, 2012, for Resident B,
revealed an order jor “...Humaiog 14 units SQ the Nurse Educator on the proper administration

fsubcuianeously] at 11:30 [a.m.]..."

of insulln 2/16/12 - 8/3/12. All new hires wiit
Review of the manufacturer's specifications for .
Hurnalog Insulin revealed, "...HUMALOG® isa be insevicad In orientation.
rapid acling human insulin analog indicated to
imprave glycemic control in adults...Administer
within 16 minutes before a meal or immediately
after a meal...”

interview with Restorative Technician #1, on July
16, 2012, at 11:47 a.m., in the Main Dining Room, ;
I confirmed lunch was served to Resident B at 11;
47 a.m.

inferview with LPN #1 on July 18, 2012, at 5:20
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: Hall, confirmed the dose of Humalog insulin was

- manufacturer's specifications" for administering

p.i., at the Center Split Hall Cart, in the Center

administered on July 16, 2012, at 11:15a.m., to
Resident B, and LPN #1 "was not aware of

Humalog Insulin. Humalog Insulin was
administered to Resident B thirty-two minutes
before a meal and not within 156 minutes before a
meat or immediately after a meal per
manufacturer's specifications,

Medication Error #3

Observation on July 18, 2012, at 11;25 am., at
the Center Split Cart, revealed LPN #1
administered a 2 unit dose of Novolog injectable
Insuiin 100 units per mi for Diabetes in the left
lower abdomen of Resident C. Resident C had a
recorded blacd glucose level of 163.

Further observation on July 16, 2012, at 11:52
a.m., in the Main Dining Room, with Restorative
Tachnician #1, revealed lunch was served to
Resident C twenty-seven minutes after the
Novoleg Insulin dose.

Medical record review of the July 2012,
Recapitulation orders for Resident C, revealed an
order for "._.NovoLOG 00 UNITAML Solution
sub-Q per sliding scale...151-200 = 2 units..."

Review of the manufacturers specifications for
Novolog Insulin, revealed “...eat a mea! within 5 to
10 minutes after using NovolLog® to avoid low
blood sugar...Novolog® is a fest-acting insulin...”

Interview with Restorative Technician #1 on July
16, 2012, at 11;52 a.m., in the Main Dining Room,

(X4} 1B SUMMARY STATEMENT OF DEFICIENGIES b PROVIDER'S PLAN OF CORRECTION (X5
PREFIX {EACH DEFCIENGCY MUST BE PRECEDED BY FULL PREFiX {(EACH CORRECTIVE ACTION SHOLULD BE COMPLETION
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!
!
F 332 | Continued From page 18 F 332 g

]
4. The Assistant Directar of Nutsing andfor Nurse '

Educator will do an sudit/observe the administration

Of insulin on 10 residents per weok x 4 weeks,

then 10 resfdents monthly for 2 ronths

and/or 100% compliance. The Nurse Educator

wil report the results to the Quality Assuranca

Performance Improvement Cammittee comprised

of Medleal Director, A!;lmlnistratur, Director of Nursing,
Assistant Directer of Nursing, Minimum Data Set Coordinater,
Dietary Manger, Activities, Soelal Services, Mailntenance

Supervisor, and Environmental Director.

8/8/12
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35=D

confirmed lunch was served to Resident G at
11:52 a.m.

Interview with LPN #1 on July 18, 2012, at 5:20
p-m., at the Center Split Hall Cart, in the Cenfer
Hall, confirmed the dose of Novolog insulin was
administered on July 16, 2012, at 11:25 am,, to
Resident C, and LPN #1 “was not aware of
manufacturer's specifications” for administering
Novolog Insulin, Novalag Insulin was

administered to Resident C twenty-seven minutes |.

before a meal and not within & to 10 minutes
befare a meal per manufacturer's spegifications.
483.35(g) ASSISTIVE DEVICES - EATING
EQUIPMENT/UTENSILS

The facility must provide special eating equipment
and utensils for residents who need them,

This REQUIREMENT is not met as evidenced
by

Based on record review, observations, and
interviews the facility failed to provide adaptive
eating equipment required for one resident (#3) of
twenty-four residents reviewed.

The findings included:

Medical Record review revealed Resident #3 was
admitted to the facllity on June 7, 2011, with
diagnoses of Pnuemonia, Coronary
Artherasclerosis, Alzheimers Disease, and
Pressure Ulcers,

Review of the Care Plan dated March 28, 2012,
revealied Resident #3 was idenfified having a
potential for unintended weight loss and had a

1. Resident # 3 received a divided plate

on 7f17/12 for lunch by dietary manager.
Resident # 3 was assessed by the Accistant
Director of Nursing on 7/17/12. No adverse
Outcomes noted. The physician was

F 389 Notified by the Assistant Director of
Nursing on 7/17/12. No new orders noted.
Dietary managet was inserviced by the

Administrator on 7/17/32 to ensure

Assistive devices In place.

2. A 100% audit was done on rasldants with
orders for assistive devices by the Dietary
Manaper on 7/17/22. No other resldent

sdantified to be affected.
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369 Continued From page 20 F369| 3 me dietary staff were inserviced by the
"Divided Piate for Meals" planned as an
intervention. ) Blatary Manager on foltowing orders for
Observation of Resident #3 in the dining room on assistive devices 7/12/12 - 8/3/12, All new
July 17, 2012, at 7:35 a.m. revealed the resident '
feeding self from a regular flat plate (not the hiras will e Inservice in orlantation,
divided plate listed on the care plan).
Observations of the resident tray revealzd a-meal
card which stated, "Divided Plate". 4. The Dietary manager will audit the
Interview with Certified Nursing Assistant (CNA) residents with orders for assistive devices
#4, in the resident dining roem, at 7:35 a.m., on
(July 17, 2012, confirmed Resident #3 did not weekly x 4 weeks, then monthly x 2 months
| have a divided piate, :
' . andfor 100% compliance. The results
Interview with the Dietary Manager on July 17, :
2012, at 7:45 a.m., in the resident dining room, will be raported by the Dietary Manager to the
confirmed Residént #3 did not have 3 divided
plate. Further interview with the Dietary Manager -Quality Assuranee Performanea iImproverant
confirmed the resident was to have meals served
on a divided pilate. Committee comprised of Medical Dlrectar,
. Administrator, Diractor of Nursing, Assistant
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441
8s=D | SPREAD, LINENS Director of Nursing, Minimum Date Set Coordinator,
[ The fagility must establish and maintain an Activities, Social Services, Maintenance Supervisor,
| Infection Centrol Program designed to provide a ) )
safe, sanitary and comfortable environment and Dietary Manager, and Environmental
1o help prevent the development and transmission ! '
of disease and infestion. . Director. .
; 8/8/12
{a) Infection Contral Program l l
The facility must establish an Infection Controi _
Program under which it -
(1) Investigates, controls, and provents infections
in the facility; [
{
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| SUMMARY STATEMENT OF DEFICIENCIES

{2) Decides what procedures, such as isolation,
should be applied to an individual resident, and
(3) Maintains a record of incidents and corrective
actions related to infections.,

(b} Preventing Spread of infaction

{1) When the Infection Contro! Pregram
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident,

(2) The facility must prohibit empioyees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3} The facility must require staff to wash their
hands after each direct resident contact far which
hand washing is indicated by accepted
professional practice,

{c) Linens

Personnei must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by: :
Based on observation, facility policy review, and
interview, the facility failed to provide a safe and
sanitary environment to help prevent the
development and transmission of disease and
infection for one (Licensed Practical Nurse [LPN]
#1) of six nurses, and three (Resident A,
Resident B, Resident C) of thirteen residents
observed, on one (7 a.m., to 7 p.m.) of two ;
medication passes observed, and failed to
| properly handle linens for the prevention of the :
| |

&40 | D PROVIDER'S PLAN OF CORRECTION 1X5)
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. 1.. Resident "A" was assessed on 7/16/12
by the Jisslstaut Director of Nursing. Ne adverse
Outcomes nated. The physiclan was notified by
The Assistant Director of Nursing on 7/16/12.

Na new orders noted. The LPN ¥ 1 was inserviced
by the Nurse Educator on 7/16/12 regafdins
deaning/disinfocting of glucometer and

insulln administration,
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: for Resident C. Further abservation ravealed

The findings included:;

Resident A was admitted fo the fasiiity on April
26, 2011, with diagnoses including
Gastraintestinal Hemorrhage, Chronic Kidnay
Discase, Diabetes, Hypertension, and
Depression,

Observation on July 16, 2012, at 10:50 a.m., at
the Center Split Cart, revealed LPN #1 cleaned
the glucometer for blood glucose testing for
Resident A. Further observation revealad | PN
#1 used a 70% Alcohol pad for cleaning.

Resident B was admitted to the facility on August
6, 2010, with diagnoses Including Osteomyelitis,
Altered Mental Status, Diabetes, Hypertension,
and Congestive Heart Faiture,

Observation on July 18, 2012, at 11-10 am., at
the East Split Cant, revealed LPN #1 cleaned the
glucometer for blood glucose testing for Resident
B. Further observation revealed LPN #1 used a
70% Alcohol pad for cleaning.

Resident C was admitted to the facility on August
1, 2008, with diagnoses including Senile
Dementia, Depressive Disorder, and Diabetes.

Observation on July 18, 2012, at 11:20 am., at
the Center Split Cart, revealed LPN #1
¢cleaned the glucometer for blood glucose testing

LPN #1 used a 70% Alcohal pad for cleaning,

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SURPLIER/CLIA %2} MULTIPLE CONSTRUGTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: w2 © x3) gg&rﬂE’LséJT%EY
A, BUILDING
8. WING
445047 07/18/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
: 306 W DUE WEST AVE
IMPERIAL GARDENS HEALTH AND REHARBILITATION
MADISON, TN 37115
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F 441 Continued From page 22 F 441
spread of infaction for one resident (#5) of
twenty-four residents reviewed.

Resident "B” was assessed on 7716/12 by the

Assistant Diractor of Nursing. NO advarse

Outcomes noted, The physician was notified

By the Assistant Director of Nursing on 7/16/12,

No rrew orders,

Resident “C" was assessed on 7/16/12 by the

Axxiztant Dirsetar of Nurcing, No adverse

BDutcomes noted, The physiclan was natifled

By the Assistant Director of Nursing oh

7/16/12. No new grders.

The linen In Resldent # 5 hathroom was

plckad up and placed In dirty laundry homper by the

Certifled Nursing Assistant on 7/16/12.

|
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| meter {glucomeater) is cleaned and disinfected

|
|

| Bipolar Disorder and Insomnia.

Review of the facility policy, ” Presto-Pro Blood
Glucose Mater”, revealed "The...blood glucose

between each resident test [for blood glucose
ievel]...Clean the glucometer with one Super
Sani-Cloth [germicidal] Wipe and discard into the
trash..."” _

Interview with LPN #1 on July 16, 2012, at 10:52
a.m,, at the Center Split Cart, confirmed LPN #1
"only used Alcohiol wipes to clean glucometers,”

When asked if LPN #1 ever used germicigal |

wipes to ciean glucometers, LPN responded,
I|N°-I|

Interview with the Assistant Director of Nursing
(ADON) on July 18, 2012, at 1:45 p.m., in the
ADON office, confirmed glucometers were to ba
cleaned only with Super Sanl-Gloth Wipes (not
Alcohol 70% pads) per facility palicy.

Resldent #5 was admitted to the facility on August
4, 2011, with diagnoses including Closed
Fracture, Difficulty Walking, Hypothyroidism,

Observation on July 16, 2012, at 3:15 p.m., in the
resident's bathroom, revealed several sheets
piled on the fiaor next to the resident's toilet
soaked in a yellow liquid which smelled of urine,

Interview on July 16, 2012, at 3:15 p.m,, in the
resident's bathroom with Certified Nursing |
Assistant (CNA) #3, confirmed the sheets were
not to be feft on the bathroom floor, were to be
ptaced in a plastic bag, and were not handled in a
sanitary manner o prevent the spread of
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2, The Nurse Educator began med pass observation

Inservice for licensed nursing staff an 7/16/12,

A& 100 % audit of rasident’s rooms was cornpleted
By certral supply supem‘so;' on 7/18/12 to ensure
that no linen was an the floar. No other rooms

Identifled has baing atfected.

3. Alt licensed staff wera Insarviced by tha

nurs'e educator 7/16/12 - 8/3/12 on cleaning/disinfecting
the glucometer, All staff (nursing, dietary, malntenance,
housekaeping, therapy, activities, soclal services

antd administratlon) were nserviced by the nurse
educator 7/18/12 - 8/3/12 on infection

cantrol, pravent spread, and proper handling

of Iinen. All new hives will Be Inserviced in

orientation.

|
|
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infection. | Nurse Educator will audit/observe the adm!nis_tratlon
df insulin on 1:0 residents per week x 4 weeks, then )
10 residents monthly far 2 months and/or
100% compliance, The Administrator and/for
Central Supply Diractor will audit 25 residants
Rooms and bathroams for preper handling
Of dirty linen weekiy x 4 weeks, then monthly
|I X 2 manths andfor 100% complance,
I The Nurse Educator will report the Resuits of
the sudit on administratianl of insulin and the
Administrator wilf report the resutte of the
Audit on residents rooms and bathrooms for proper
Handling of dirty Jinen to the Quality Assurance Performance
improvement Committes comprised of Medical Director,
Administrator, Director of Nursing, Acsistant
Director of Nursing, Minimum Data Set Coordinator,b
Dietary Manager, Activities, $ocial Services, Malntenance
Supervisat, and Environmental Birector,
B/8/12
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